AUTOMOBILE ACCIDENT QUESTIONNAIRE

Please Answer All Questions Completely

Date , No.

Patient Name:

Sex: OMale OFemale Marital Status Date of Birth
Address City State  Zip Code
Home Phone Business Phone

Occupation Company Name

Social Security # Who referred you to our office?

Name of driver of vehicle in which you were injured(self/other)

Insurance Company Address

Phone No. Policy No. Claim No.

Name of agent who has made contact with you

Have you retained an attorney? If so, his/her name, address, and phone number:

Driver of OTHER vehicle (if any) Date of Birth
Insurance Company Address
Phone No. Policy No. Claim No.

Name of agent who has made contact with you

Please explain in detail how your accident happened?

Time and date present injury occurred

You were driving north/south/east/west on (street/highway).
You were struck from: CBehind OFront UOLeft Side  ORight Side

You were: ODriver OPassenger UFront Seat [OBack Seat [JUsing Seat Belts

Number of people in your vehicle

Were police notified? OYes ONo Did head strike windshield or object? OYes ONo
Were you knocked unconscious?  OYes ONo If so, for how long?
Did you feel pain immediately after the accident? OYes ONo

If not, when did pain begin?
Where did you feel pain immediately after the accident?

Where were you taken after the accident?

Was any doctor consulted after the accident? OYes ONo

If so, doctor’s name

Doctor’s diagnosis Was treatment given? [OYes ANo
How often/long did you see the doctor?

Have you ever had any complaints in the involved area before? If so, please describe:

Before injury, were you capable of working on an equal basis with others your age? OYes [ONo
Are your work activities restricted as a result of this accident? OYes ONo
Since the injury, your symptoms have: Oimproved Oworsened Ostayed the same



HEALTH (QUESTIONNAIRE

PLEASE CHECK MaRrk Eacu oF THE ConpiTions BeLow THAT YoU ARE CURRENTLY EXPERIENCING

Pain Index
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Patient's Signature
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